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THE¢ EXPOSE 


Midazolam was used to prematurely end the lives of 
thousands who you were told had died of Covid-19 
and we can prove it; here's the evidence... 


BY DAILY EXPOSE ON AUGUST 29, 2021 * (65 COMMENTS ) 


In March 2020 the British people were told that they must “stay at home” in order to “protect the NHS” and “save 
lives”. They were also told that the authorities needed just “three weeks to flatten the curve”. 


Why were the British people instructed to stay at home? Because of the threat of a new and emerging virus which 
we’re told originated in the city of Wuhan, China. A virus which has claimed the lives of 128,000 to date in the United 
Kingdom, or so we’re told. 


But what if we could prove to you that you’ve given up fifteen months and counting of your life due to a lie? But not 
just any lie, a lie that has involved prematurely ending the lives of thousands upon thousands of people, who you 
were told died of Covid-19. A lie that has involved committing one of the greatest crimes against humanity in living 
memory. A lie that has required three things - fear, your compliance, and a drug known as Midazolam... 


Authorities state that Covid-19 is an infectious disease caused by a new coronavirus dubbed SARS-CoV-2. The World Health 
Organisation (WHO) tell us that “most people infected with the COVID-19 virus will experience mild to moderate respiratory 
illness and recover without requiring special treatment’. However they state that “older people, and those with underlying 
medical problems like cardiovascular disease, diabetes, chronic respiratory disease, and cancer are more likely to develop 
serious illness”. 


We're told that serious illness in Covid-19 presents pneumonia and accompanying respiratory insufficiency. Therefore typical 
symptoms include breathlessness, cough, weakness and fever. We're also told that people who suffer deteriorating 
respiratory failure and who do not receive intensive care, develop acute respiratory distress syndrome with severe 
breathlessness. 
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COVID-19 is an acute disease with a clinical presentation of pneumonia and accompanying respiratory insufficiency. 
Thus, typical symptoms are dyspnoea (breathlessness), cough, weakness and fever. Other symptoms such as anxiety, 
panic, restlessness and delirium have been reported. Patients with rapidly deteriorating respiratory failure and who do 
not receive intensive care, develop acute respiratory distress syndrome (ARDS) with severe breathlessness, anxiety and 
panic, requiring rapid intervention for symptom control. 


Pneumonia is an inflammation of one or both lungs, usually caused by an infection. It causes the alveoli (air sacs) inside 
the lungs to fill with fluid, making it harder for them to work properly. The body sends white blood cells to fight the infection, 
and while this helps kill the germs it can also make it harder for the lungs to pass oxygen into the bloodstream. 


Pneumonia is not a new condition that has appeared due to Covid-19. In 2019 alone, the year prior to the alleged emergence 
of Covid-19, 272,000 people were admitted to hospital (https://www.independent.co.uk/news/health/pneumonia-deaths-hospitals-nhs-england- 
northwest-b1766493.html) with pneumonia. According to the British Lung Foundation in 2012, 345 people per every 100,000 
(https://statistics. blf.org.uk/pneumonia) had one or more episodes of pneumonia. This equates to around 225,000 people suffering 
pneumoni at least once. 


The British Lung Foundation also show us that the majority of cases of pneumonia occur in those who are aged 81 and over. 
For instance in 2012 1,838 people in every 100,000 people over the age of 81 developed pneumonia, this equates to around 
60,000 people over the age of 81 in today’s numbers based on there being around 3.2 million people over the age of 80 
(https://www.google.com/url?sa=t&rct=|aq=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiks_P20YPxAhVU5-AKHeVtDMwQFjABegQIAxAD& 
url=https%3A%2F%2Fwww.ageing-better.org.uk%2Fsites%2Fdefault%2Ffiles%2F2019-03%2FThe-state-of-ageing.pdf& 
usg=AOvVaw24bqIK2WHIrEMkj45Daé6kl) in the UK. 


Number of people per 100,000 who developed pneumonia, by age group, 2004- 
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Source — British Lung Foundation 


TRY also tell us that In 2012 there were 28,592 deaths from pneumonia, which equates to 5.1% of all deaths that occurred 
that year. 
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So as you can see deaths due to pneumonia have not just suddenly started to happen because of the alleged emergence of a 
new disease called Covid-19, we’ve been living with them all of our lives, they just haven't been thrust in front of you 24/7 on 
the television, or the front page of every newspaper like they have with alleged Covid-19 deaths. 


But for us to prove to you that you given up fifteen months of your life due to a lie that involved prematurely ending the lives of 
thousands upon thousands of people we first need you to understand which age group has been most affected by Covid-19 
according to official statistics. 


Deaths within 28 days of positive test by date of death age demographics 
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The above graph is a heat map showing deaths within 28 days of a positive test for SARS-CoV-2 by date of death and age of 
the person. This data can be seen at the UK Gov’s. coronavirus dashboard here (https://coronavirus.data.gov.uk/details 
/deaths?areaType=nation&areaName=England). Whats pretty clear from this data is that the most alleged Covid deaths have occurred 
in people aged 90+. The next age group with the most deaths being 85 — 89, then 80 — 84 and so on and so on. There’s a 
general decrease in the number of deaths up to about the 65-69 age group but then we see a dramatic fall to pretty much 
zero in anyone aged under about the age of 60. 


This heat map shows that there have generally been no more than 9 deaths in a single day of anyone aged between 60 — 64. 
In@fe 65-69 year old group there have been no more than 20 deaths a day. In the 70-74 year old group no more than 27 
deaths in a day. In the 75-79 group no more than than 48 deaths in a day, at it’s highest. It isn’t until we get to the 85-89 year 
old group that we start to see a large increase in the number of alleged Covid deaths. 179 deaths in a day at its highest. Then 
we have the 90+ age group which has seen no more than 379 deaths in a single day at it’s highest. 


So what we're seeing here is that is a negligible amount of “Covid” deaths in anyone under the age of 60. But we're really not 
seeing very many “Covid” deaths in anybody aged between 60 and 80. What we are seeing is a much higher amount of 
“Covid” deaths in people aged over 85. But what’s so strange about that? 


Well nothing when we consider the average life expectancy in the UK is 81 years of age. Plus the fact this is also in line with 
what we have seen in cases / deaths due to pneumonia in previous years. Don’t forget serious illness in Covid-19 presents 
pneumonia and accompanying respiratory insufficiency. 


Which begs the question of why the entire nation has had to stay at home, social distance, wear a mask, wash their hands, 
and live under dictatorial tyranny for fifteen months because people who have lived longer than the average life expectancy in 
the UK have died or are dying? Dying of pneumonia from which we see tens of thousands of deaths every year. 


We cannot deny that 2020 did see excess deaths, and you would believe this is due to the hospitals being overwhelmed? 
Except they weren't. 


NHS data (https:/Awww.england.nhs.uk/statistics/statistical-work-areas/winter-daily-sitreps/) Shows us that during the height of the “first wave” 
between April and June 2020 there were 58,005 beds occupied which equated to 62% occupancy. This is 30% down on the 
same time frame in the previous year. 


Title: Average daily number of available and occupied beds open overnight by sector 
Summary: KHO3 is the collection of data to monitor available and occupied beds open overnight that are consultant led. 


Period: April to June 2020 

Source: NHS England: SDCS data collection - KHO3 
Basis: Provider 

Published: 20th August 2020 

Revised: 19th November 2020 

Status: Public 

Contact: Paul Steele - england.nhsdata@nhs.net 


e In 2017, April-June there were on average a total of 91,724 beds occupied which equated to 89.1% occupancy. 
In 2018, April-June there were on average a total of 91,056 beds occupied which equated to 89.8% occupancy. 
In 2019, April-June there were on average a total of 91,730 beds occupied which equated to 90.3% occupancy. 
e In 2020, April-June there were on average a total of 58,005 beds occupied which equated to 62% occupancy. 


It also shows us that A&E attendance (https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/ae-attendances- 
and-emergency-admissions-2020-21/) during the height of the first wave was 57% down on the previous year. 


Summary: A&E attendances, performance and emergency admissions 


Period: April 2020 


Source: SOCS data collection - MSItAE 

Basis: Provider Type 3 
Published: 14th May 2020 Departments 
Revised: 

Status: Published 

Contact: Chris Evison - England.nhsdata@nhs.net Injury Unit 
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Provider Level Data 


e 2018 — April — 1,984,369 attended A&E 
e 2019 — April — 2,112,165 attended A&E 
e 2020 - April - 916,581 attended A&E 


Which begs the question of what exactly were we protecting the NHS from? It seems to have had a holiday. 


But there were 41,627 more deaths than the five year average up to the 1st May 2020, and the vast majority of these 
occurred in April. An April which saw A&E attendance down 57% compared to the previous year and bed occupancy down 
309@compared to the previous year. 33,408 of these excess deaths mentioned Covid-19 on the death certificate, the vast 
majority of which occurred in those over the age of 85. 
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However data taken from the Office for National Statistics (ONS) (https:/’www.ons.gov.uk/peoplepopulationandcommunity 
/birthsdeathsandmarriages/deaths/datasets/monthlymortalityanalysisenglandandwales) Shows us that during April 2020 there were 26,541 
deaths that occurred in care homes, an increase of 17,850 on the five-year average. This is half the amount of alleged 
Covid-19 deaths during the same period. 
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Why did so many people die in care homes when hospitals were far from overwhelmed? Surely if they have developed 
serious complications due to Covid-19 they would require urgent medical attention and hospital treatment? 


Bétause don’t forget we’re told that serious illness in Covid-19 presents pneumonia and accompanying respiratory 
insufficiency. Therefore typical symptoms include breathlessness, cough, weakness and fever. We’re also told that people 
who suffer deteriorating respiratory failure and who do not receive intensive care, develop acute respiratory distress 
syndrome with severe breathlessness. 


Why were these people in care homes and not in hospital? 


They were in care homes because Matt Hancock gave the order to put them there... 


1. Summary 


1.1. This document sets out the Hospital Discharge Service Requirements for all NHS 
trusts, community interest companies and private care providers of acute, community 
beds and community health services and social care staff in England, who must 
adhere to this from Thursday 19th March 2020. It also sets out requirements around 
discharge for health and social care commissioners (including Clinical 
Commissioning Groups and local authorities). 


1.2 Unless required to be in hospital (see Annex B), patients must not remain in an NHS 
bed. 


1.3 Based on these criteria, acute and community hospitals must discharge all patients 
as soon as they are clinically safe to do so. Transfer from the ward should happen 
within one hour of that decision being made to a designated discharge area. 
Discharge from hospital should happen as soon after that as possible, normally within 
2 hours. 


1.4 Implementing these Service Requirements is expected to free up to at least 15,000 
beds by Friday 27th March 2020, with discharge flows maintained after that. Acute 
and community hospitals must keep a list of all those suitable for discharge and report 
on the number and percentage of patients on the list who have left the hospital and 
the number of delayed discharges through the daily situation report. 


On the 19th March a directive was sent out to the NHS (https://assets. publishing.service.gov.uk/government/uploads/system/uploads 
/attachment_data/file/911541/COVID-19_hospital_discharge_service_requirements_2.pdf) which required them to discharge all patients who 
they deemed to not require a hospital bed. They declared that transfers from the ward must happen within one hour of that 
decision being made to a designated discharge area, and that discharge from hospital should happen within 2 hours. NHS 
trusts were told that “they must adhere” to the new directive. 


This was done to allegedly free up beds, of which they estimated would amount to an extra 15,000 free beds within just one 
week of the directive being implemented. 


It freed up so many beds that bed occupancy during April — June 2020 was 30% down on the previous year. Why on earth 
would these people already be in a hospital bed if they did not need to be? You attend hospital because you require medical 
treatment, not because you want a lie down and a good nights sleep. 


This directive meant that people who required medical treatment and attention were discharged into Care homes in the 
thousands. 


But Matt Hancock’s abandonment of the elderly and vulnerable didn’t end there. Whilst the NHS was busy discharging 
patients who required medical treatment into care homes under his directive, Matt Hancock and the Department of Health 
were busy trying to source them all a certain drug known as midazolam. 
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Midazolam is a commonly used drug in palliative care and is considered one of the four essential drugs needed for the 
promotion of quality care in dying patients in the United Kingdom. Think of it as diazepam on steroids. 


Midazolam is also a drug that has been used in executions by lethal injection in the USA, combined with two other drugs. 
Midazolam acts as a sedative to make the prisoner unconscious. The other drugs then stop the lungs and heart working. 
However it has been the source of controversy as several prisoners took a long while to die and appeared to be in pain when 
midazolam was used. 


Midazolam can also cause serious or life-threatening breathing problems such as shallow, slowed, or temporarily stopped 
breathing that may lead to permanent brain injury or death. 


UK regulators state that you should only receive midazolam in a hospital or doctor’s office that has the equipment that is 
needed to monitor your heart and lungs and to provide life-saving medical treatment quickly if your breathing slows or stops. 


A doctor or nurse should watch you closely after you receive this medication to make sure that you are breathing properly 
because midazolam induces significant depression of respiration. Your doctor should also be made aware if you have a 
severe infection or if you have or have ever had any lung, airway, or breathing problems or heart disease. 


Midazolam is also used before medical procedures and surgery to cause drowsiness, relieve anxiety, and prevent any 
memory of the event. It is also sometimes given as part of the anesthesia during surgery to produce a loss of consciousness. 


Midazolam is also used to cause a state of decreased consciousness in seriously ill people in intensive care units who are 
breathing with the help of a machine. 


Midazolam should be used with extreme caution in patients who have chronic renal failure, impaired hepatic function, or 
impaired cardiac function. It should also be used with extreme caution in obese patients, or elderly patients. 


What are some of the most important points you should take from this? 


e Midazolam induces significant depression of respiration 

65K regulators insist midazolam should only be administered in a hospital or doctor's office under the supervision of a 
doctor or nurse to monitor the breathing of the patient in order to provide life saving treatment to the patient if breathing 
slows or stops. 

e Midazolam should be used with extreme caution in elderly patients 


Serious illness in Covid-19 presents pneumonia and accompanying respiratory insufficiency. Therefore typical symptoms 
include breathlessness, cough, weakness and fever. We're also told that people who suffer deteriorating respiratory failure 
and who do not receive intensive care, develop acute respiratory distress syndrome with severe breathlessness. 


Midozalam induces significant depression of respiration. 


Knowing that would you use midazolam to treat people who were suffering pneumonia and respiratory insufficiency allegedly 
due to Covid-19? 


WARNINGS 


Adults and Pediatrics: Intravenous midazolam hydrochloride has been associated with respiratory 
depression and respiratory arrest, especially when used for sedation in noncritical care settings. In 
some cases, where this was not recognized promptly and treated effectively, death or hypoxic 
encephalopathy has resulted. Intravenous midazolam hydrochloride should be used only in hospital 
or ambulatory care settings, including physicians’ and dental offices, that provide for continuous 
monitoring of respiratory and cardiac function, e.g., pulse oximetry. Immediate availability of 
resuscitative drugs and age- and size-appropriate equipment for bag/valve/mask ventilation and 
intubation, and personnel trained in their use and skilled in airway management should be assured 
(see WARNINGS). For deeply sedated pediatric patients, a dedicated individual, other than the 
practitioner performing the procedure, should monitor the patient throughout the procedure. 


Risks From Concomitant Use With Opioids 
Concomitant use of benzodiazepines and opioids may result in profound sedation, respiratory 


depression, coma, and death. Monitor patients for respiratory depression and sedation (see 
WARNINGS and PRECAUTIONS, DRUG INTERA! 


Source — US National Library of Medicine 


Well Matt Hancock and friends certainly seem to think so as you can see in the following video... https:/Awww.youtube.com 
/embed/s-dqiRr-o5A?version=3&rel=1&showsearch=O0&showinfo=1&iv_load_policy=1&fs=1&hl=en-US&autohide=2& 
wmode=transparent (https://www.youtube.com/embed/s-dqiRr-o5A ?version=3&rel=1&showsearch=0&showinfo=1&iv_load_policy=1&fs=1&hl=en-US& 


autohide=2&wmode=transparent) 


HOUSE oF COMMONS 


Q377 Dr Evans: A good death needs three things: equipment, medication and 

the staff to administer it. On equipment, do you have enough syringe 

65 drivers in the NHS to deliver medications to keep people comfortable 
when they are passing away? 


Matt Hancock: Yes, we have. A challenge was raised on that about eight 
days ago—it was not as big a challenge as was made public, and we have 
resolved it. Yes; right now we have enough. 


The above exchange took place in a parliamentary committee meeting on the 17th April 2020 between Matt Hancock and Dr 
Evans, who is a fellow Conservative MP. 


The following is an extract from an article (https://pharmaceutical-journal.com/article/news/supplies-of-sedative-used-for-covid-19-patients-diverted- 
from-france-to-avoid-potential-shortages) which confirms the United Kingdom purchased two years worth of Midazolam in March 2020 
and were looking to purchase much more — 


Supplies of the sedative midazolam have been diverted from France as a “precaution” to mitigate potential shortages in the 
NHS caused by COVID-19, the Department of Health and Social Care (DHSC) has told The Pharmaceutical Journal. 


A spokesperson from Accord Healthcare, one of five manufacturers of the drug, told The Pharmaceutical Journal that it had to 
gain regulatory approval to sell French-labelled supplies of midazolam injection to the NHS, after having already sold two 
years’ worth of stock to UK wholesalers “at the request of the NHS” in March 2020. 


The DHSC said the request for extra stock was part of “national efforts to respond to the coronavirus outbreak”, which 
included precautions “to reduce the likelihood of future shortages”. 


Why on earth would the United Kingdom need to purchase two years worth of Midazolam, a drug associated with respiratory 
suppression and respiratory arrest, to treat a disease that causes respiratory suppression and respiratory arrest? 


Individualization of Dosage 


Midazolam hydrochloride must never be used without individualization of dosage. The initial 
intravenous dose for sedation in adult patients may be as Little as 1 mg, but should not exceed 2.5 
mg in a normal healthy adult. Lower doses are necessary for older (over 60 years) or debilitated 
patients and in patients receiving concomitant narcotics or other central nervous system (CNS) 
depressants. The initial dose and all subsequent doses should always be titrated slowly; administer 
over at least 2 minutes and allow an additional 2 or more minutes to fully evaluate the sedative 
effect. The use of the 1 mg/mL formulation or dilution of the 1 mg/mL or 5 mg/mL formulation is 
recommended to facilitate slower injection. Doses of sedative medications in pediatric patients must 
be calculated on a mg/kg basis, and initial doses and all subsequent doses should always be titrated 
slowly. The initial pediatric dose of midazolam for sedation/anxiolysis/amnesia is age, procedure, and 
route dependent (see DOSAGE AND ADMINISTRATION for complete dosing information). 


Source — US National Library of Medicine 


This document (https://www.uhb.nhs.uk/coronavirus-staff/clinical-info-pathways/clinical-info-pathways-downloads 
/End%2001%20Life%20Care%20for%20Patients%20with%20COVID-19.pdf) produced by the NHS states that Midazolam should be used for 
comfort at end of life care due to Covid-19 to ease fear, anxiety and agitation. Source (https:/www.uhb.nhs.uk/coronavirus-staff/clinical- 
info-pathways/clinical-info-pathways-downloads/End%200f%20Life %20Care %20for%20Patients%20with%20COVID-19.pdf) 
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e If extremely distressed or show tolerance to this group of drugs: may require 
higher doses e.g. 5 -10 mg 


If ward areas cannot access midazolam then lorazepam can be used as a substitute — 
generally 2.5 mg of midazolam can be regarded as ‘equivalent’ to 500 mcg of injectable 
lorazepam. 

Seek advice. 


For patients not responding to midazolam — this might be because doses have been too low 


or not frequent enough. Some patients might need much higher doses than normal. Seek 
advice if needed. 


This NHS document (http:/Awww.wales.nhs.uk/sites3/documents/753/Sedation%20guidelines%20for%20intensive%20care%20-%20approved.pdf) 
states that midazolam should be used for sedation prior to the patient requiring mechanical ventilation, something we know 
has been required in hospitals for people who have developed severe pneumonia, of which we are told is due to Covid-19. 
However it also states that midazolam should only be used if 1st line and 2nd line drugs do not provide adequate sedation, 
but does include the caveat that midazolam alone can be added to 1st line drugs to reduce Propofol infusion rates. Source 
(http://www. wales. nhs. uk/sites3/documents/753/Sedation%20guidelines %20for%20intensive%20care %20-%20approved. pdf) 


3" Line 

Morphine 0.04-0.2 mg/kg/hour 

Midazolam 0.04-0.2mg/kg/hour 

This regimen may be used if 1* and 2™ line drugs fail to provide adequate sedation 
without unacceptable cardiovascular depression or Midazolam alone can be added to 
the first line drugs to reduce Propofol infusion rates. 


This NHS document (https://theexpose.uk/Users/jonny/Downloads/Safe-use-of-Intravenous-Conscious-Sedation-in-Adult-Patients-JCG0004-v3. pdf) 
states that midazolam should be used for sedation prior to having a operation. Source (https://theexpose.uk/Users/jonny/Downloads 


/Safe-use-of-Intravenous-Conscious-Sedation-in-Adult-Patients-JCG0004-v3.pdf) 


Drugs preferred for sedation 


The preferred drugs to be used for sedation are midazolam and fentanyl. These are 
both short acting drugs with an onset of 1-2 minutes and a peak effect of 3-5 minutes. 
The analgesic effects of fentanyl last about 30-60 minutes therefore occasionally 
morphine is needed for a more prolonged analgesic effect after the procedure. 
Morphine has a longer onset with a peak intravenous effect of 20 minutes, therefore the 
patients should be observed for at least 10-15 minutes before the midazolam is 
administered. See appendix 2 for further information about dosing, side effects and 
cautions. Propofol should not be used by non-anaesthetists for sedation. 


The same document also provides confirmation that midazolam has the potential to impair the respiration system, particularly 
in the presence of disease or old age. It clearly states that dosage should be kept to a minimum and shoud be within the 
manufacturer’s guidelines. 


The drugs used for IV conscious sedation are benzodiazepines and opioids. These 

drugs depress the central nervous system and have the potential to impair 

respiration or circulation or both, particularly in the presence of disease or old age.* 

When used together there is a synergistic effect which can increase the risk of 

cardiorespiratory events. Dosage of benzodiazepines and opiates should be kept to a 
65 minimum to achieve sedation and should be within the manufacturer's guidelines.‘ 


The document also provides a helpful table confirming dosage of midazolam for the elderly or unwell should be no more than 
0.5mg — 1 mg, side effects include cardiorespiratory depression and the drug should be used with caution in those suffering 


respiratory disease. 


Appendix 2 


Table of Preferred Drugs - list including safe dosages 


-Sedative {Dose prel Sie effects aay tee eee 
eae Healthy adult: 1- oe SSE SP RRTORY Cardiac disease; 


2mg bolus. oe for | DEPRESSION especially | hepatic 


Titrate further 


small boluses 
with at least 2 
minutes 
between doses. 
Usually max 
5mg required. 


unwell 
bolus. Titrate 
further small 
boluses with at 
least 2 minutes 
between doses. 
Often no more 
than 2 mg 
equired. 


This article confirms that over 2 million operations were cancelled at the end of March 2020 to free up beds for at least three 
months for “coronavirus” patients. — Source (https://www.theguardian.com/society/2020/apr/26/more-than-two-million-operations-cancelled-as-nhs- 


fights-covid-19) 


peak 
effect. 
Half life 
1.5-3.5 
hours. 


associated with opioids. 


Gastro-intestinal 
disturbances, 
anaphylaxis, 
drowsiness, 
confusion, ataxia, 
amnesia, headache, 
paradoxical 
excitement and 
aggression (especially 
in children and 
elderly), dysarthria; 
injection-site 
reactions. For 
complete list see BNF 


impairment; renal 
impairment; 
(increases plasma 
half life x2-2.5) 
respiratory 
disease; 
myasthenia gravis; 
history of drug or 
alcohol abuse; risk 
of severe 
hypotension in 
hypovolaemia, 
vasoconstriction, 
hypothermia; 
pregnancy and 
breast-feeding 


More than 2m operations cancelled as 
NHS fights Covid-19 


Backlog of procedures in England could cost NHS £3bn to work 


through after crisis 


Coronavirus - latest updates 
See all our coronavirus coverage 


Ian Sample Science editor 


¥ @iansample 
Sun 26 Apr 2020 16.43 BST 


Can you see the contradictions here? A policy that has been in place prior to the alleged emergence of Covid-19 clearly 
states that midazolam can be used for sedation, however dosage should be reduced to 0.5mg in the elderly or unwell due to 
possible side effects which include cardiorespiratory depression, and extreme caution should be used in administering 
midazolam to patients suffering respiratory disease. 


Hever a policy created for treating patients allegedly suffering anxiety due to Covid-19, which we’re told is a respiratory 
disease, clearly states to treat said patient with a starting dose of 2.5mg of Midazolam, or 1.25mg if the patient is “particularly 
frail’, but to bump this up to 5 — 10mg if the patient is “extremely distressed”. Even the starting dose for the particularly frail is 
0.25mg higher than the maximum recommended to administer to the elderly or unwell in sedation guidelines. 


Who is responsible for making this decision and publishing these guidelines? And why is nobody holding them to account? 


Two years worth of Midazolam was purchased in March 2020, however at the same time operations were cancelled for a 
minimum of three months, therefore Midazolam was not required for use in sedation prior to operations. Guidelines published 
prior to the alleged pandemic clearly state that Midazolam should be used in extremely low doses in the elderly or unwell, and 
should be used with extreme caution in those suffering respiratory disease due to side effects which include respiratory 
depression. We're told Covid-19 is a respiratory disease and complications present pneumonia and severe respiratory 
distress. Therefore considering all of this the purchase of two years worth of Midazolam seems to be an awful waste of 
money, doesn’t it? As there doesn’t seem to be much they could possibly use it for within the guidelines 


Well we can confirm it was definitely used as we have seen the prescription data. 


But we'd just like to remind you of the important warning applied to Midazolam (https://medlineplus.gov/druginfo/meds/a609014.html) 
courtesy of the US National Library of Medicine — 


Midazolam injection may cause serious or life-threatening breathing problems such as shallow, slowed, or temporarily 
stopped breathing that may lead to permanent brain injury or death. You should only receive this medication in a hospital or 
doctor’s office that has the equipment that is needed to monitor your heart and lungs and to provide life-saving medical 
treatment quickly if your breathing slows or stops. Your doctor or nurse will watch you closely after you receive this medication 
to make sure that you are breathing properly. 


So can Matt Hancock explain why during April 2020 out of hospital prescribing for Midazolam was twice the amount seen in 
2019? 


Midazolam Hydrochloride (1501041T0) 


Part of chapter 15 Anaesthesia, section 15.1 General anaesthesia, paragraph 15.1.4 Sedative and 
analgesic peri-operative drgs 


High-level prescribing trends for Midazolam Hydrochloride (BNF code 1501041T0) across all GP practices in NHS England for the last 
five years. You can see which CCGs prescribe most of this chemical relative to its class, or learn more about this site. 


View all matching dm+d items. 
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According to official data (https://openprescribing.net/) in April 2019 up to 21,977 prescriptions for Midazolam were issued, 
containing 171,952 items, the vast majority being Midazolam Hydrochloride. However in April 2020 45,033 prescriptions for 
Midazolam were issued, containing 333,229 items, the vast majority being Midazolam Hydrochloride. That is a 104.91% 


increase in the number of prescriptions issued for Midazolam and a 93.85% increase in the number of items they contained. 
But these weren't issued in hospitals, they were issued by GP practices which can only mean one thing, they were issued for 
end of life care. 


Deaths within 28 days of positive test by date of death © UKtotal © Bynation 


Number of deaths of people who had had a positive test result for COVID-19 
and died within 28 days of the first positive test. Data from the four nations 
are not directly comparable as methodologies and inclusion criteria vary. 
Data for the period ending 5 days before the date when the website was last 
updated with data for the selected area, highlighted in grey, is incomplete. 
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The above is a graph displayed on the UK Government website displaying deaths within 28 days of a positive test result for 
Covid-19 by date of death. 


The following graph has been created using data on the amount of Midazolam solution produced each month from January 
20219 through to March 2021. 


Midazolam 100mg/50ml solution for infusion vials 


700000 


Unit of mesaurement (ml) 


200000 


0) 
gl 


100000 


Can you spot the difference? We couldn’t either because there isn’t one. 
The spikes in production of Midazolam solution match the spikes of alleged Covid deaths within 28 days of a positive test. 


April 2020 — huge surge in Midazolam prescriptions out of hospital and huge surge in production of Midazolam solution. 
April 2020 — huge surge in alleged Covid deaths. 


January 2021 — huge surge in production of Midazolam solution. 
January 2021 — huge surge in alleged Covid deaths. 


We're told that serious illness in Covid-19 presents pneumonia and accompanying respiratory insufficiency. Therefore typical 
symptoms include breathlessness, cough, weakness and fever. We're also told that people who suffer deteriorating 
respiratory failure and who do not receive intensive care, develop acute respiratory distress syndrome with severe 
breathlessness. 


Midazolam Hydrochloride is associated with respiratory depression and respiratory arrest, especially when used for 
sedation in noncritical care settings. In some cases, where this was not recognized promptly and treated effectively, death or 
hypoxic encephalopathy has resulted. Intravenous midazolam hydrochloride should be used only in hospital or 
ambulatory care settings. 


NHS policy prior to the emergence of Covid-19 states — 


Dosage should be reduced to 0.5mg in the elderly or unwell due to possible side effects which include cardiorespiratory 
depression, and extreme caution should be used in administering midazolam to patients suffering respiratory disease. 


NHS policy after the emergence of Covid-19, an alleged respiratory disease states — 


University Hospitals Birmingham 


NHS Foundation Trust 


Benzodiazepines = FIRST LINE for anxiety, fear and agitation 


Midazolam — suggest start with low doses for patients naive to this drug but be prepared, if 
response is poor or short lived and anxiety is severe, to escalate dosing sharply if required. 


Generally: Start with 2.5 mg SC or IV 

If patient is particularly frail: use 1.25mg 

if extremely distressed or show tolerance to this group of drugs: may require 
higher doses e.g. 5 -10 mg 


If ward areas cannot access midazolam then lorazepam can be used as a substitute — 
generally 2.5 mg of midazolam can be regarded as ‘equivalent’ to 500 mcg of injectable 


lorazepam. 

Seek advice. 

For patients not responding to midazolam — this might be because doses have been too low 
or not frequent enough. Some patients might need much higher doses than normal. Seek 
advice if needed. 


Hospitals beds in April 2020 30% were down compared to the previous year. 
AgP attendance was 57% down in April 2020 compared to the previous year. 
Care home deaths were 205% up in April 2020 compared to April 2019. 


The vast majority of alleged Covid deaths are people over the age of 85. 


Can you not see a strong correlation here between the over prescribing of Midazolam and the seemingly premature ending of 
life, with the associated deaths being put down as Covid-19? 


Did you really believe there’s a virus so clever that it knows to kill people who are disabled? Just look at the ONS statistics. 
Three in every five alleged Covid-19 deaths occurred in those who suffered learning difficulties and disabilities (see here 


(https://theexpose.uk/2021/04/01/do-not-resuscitate-scandal-led-to-disabled-people-accounting-for-3-in-5-covid-deaths-according-to-ons-figures/)). 


Disabled people made up 6 in 10 (59.5%) of all deaths involving the 
coronavirus (COVID-19) for the period to 20 November 2020 (30,296 of 
50,888 deaths). For comparison, disabled people made up 17.2% of 
the study population, therefore suggesting that disabled people have 
been disproportionately impacted by the COVID-19 pandemic. See the 


datasets for detailed breakdowns of counts of deaths. 


In relation to deaths of people with learning difficulties the ONS said — ‘the largest effect was associated with living in a care 
home or other communal establishment.‘ 


Having a learning difficulty and being in care doesn’t mean you are more likely to die of Covid-19. What it means is that you 
are much more likely to have a DNR order placed on you without informing yourself or your family, which Carers / NHS staff 
then use as permission to put you on end of life care, which involves the administration of Midazolam. 


We know this happened because an Amnesty report (https:/wmww.amnesty.org.uk/files/2020-10 
/Care%20Homes%20Report.pdf?Versionld=kd5Z8eWzj8Q6ryzHkcaUnxfCtge5Ddg6) and CQC report (https:/Awww.cqc.org.uk/sites/default/files 
/20201204%20DNACPR%20Interim%20Report%20-%20FINAL.pdf) Said so. 


DENIAL OF ACCESS TO HOSPITALS AND OTHER MEDICAL SERVICES 


Amnesty International has received multiple reports of care home residents’ right to NHS services, including 
access to general medical services (GMS) and hospital admission, being denied during the pandemic, 
violating their right to health and potentially their right to life, as well as their right to non-discrimination. Care 
homes managers have pointed out that such reluctance or refusal to admit older care home residents to 
hospital could not be explained by need, as hospital bed capacity was never reached.!*° 


The amnesty report states that — 


‘Care home managers and staff and relatives of care home residents in different parts of the country told Amnesty 
International how, in their experience, sending residents to hospital was discouraged or outright refused by hospitals, 
ambulance teams, and GPs. A manager in Yorkshire said: “We were heavily discouraged from sending residents to hospital. 
We talked about it in meetings; we were all aware of this.” 


‘Another manager in Hampshire recalled: 

There wasn’t much option to send people to hospital. We managed to send one patient to hospital because the nurse was 
very firm and insisted that the lady was too uncomfortable and we could not do any more to make her more comfortable but 
the hospital could. In hospital the lady tested COVID positive and was treated and survived and came back. She is 92 and in 
great shape. 

She explained that: 

There was a presumption that people in care homes would all die if they got COVID, which is wrong. It shows how little the 
gdvernment knows about the reality of care homes.‘ 


that is something that would have to be decided if and when need arose on the basis of the situation at 
the time. They had asked mum about the DNR and she had agreed to it but then | spoke to mum and she 
had not really understood the issue. 


‘The son of one care home resident who passed away in Cumbria said that sending his father to hospital had not even been 
considered: 

From day one, the care home was categoric it was probably COVID and he would die of it and he would not be taken to 
hospital. He only had a cough at that stage. He was only 76 and was in great shape physically. He loved to go out and it 
would not have been a problem for him to go to hospital. The care home called me and said he had symptoms, a bit of a 
cough and that doctor had assessed him over mobile phone and he would not be taken to hospital. Then | spoke to the GP 
later that day and said h would not be taken to hospital but would be given morphine if in pain. Later he collapsed on the floor 
in 

the bathroom and the care home called the paramedic who established that he had no injury and put him back to bed and told 
the carers not to call them back for any Covid-related symptoms because they would not return. He died a week later. 

He was never tested. No doctor ever came to the care home. The GP assessed him over the phone. In an identical situation 
for someone living at home instead of in a care home, the advice was “go to hospital”. The death certificate says pneumonia 
and COVID, but pneumonia was never mentioned to us.’ 


‘A care home manager in Yorkshire told Amnesty International: 

In March, I tried to get [a resident] into hospital—the ambulance had employed a doctor to do triage but they said, “Well he’s 
end of life anyway so we're not going to send an ambulance” ... Under normal circumstances he would have gone to hospital 
... | think he was entitled to be admitted to hospital. These are individuals who have contributed to society all their lives and 
were denied the respect and dignity that you would give to a 42-year-old; they were [considered] expendable.‘ 


The CQC felt it necessary to issue a statement in August 2020 addressing the issue of innapropriate DNR’s being placed on 
care home residents without informing the resident or their family — 


‘It is vitally important that older and disabled people living in care homes and in the community can access hospital care and 
treatment for COVID-19 and other conditions when they need it during the pandemic ... Providers should always work to 
prevent avoidable harm or death for all those they care for. Protocols, guidelines and triage systems should be based on 
equality of access to care and treatment. If they are based on assumptions that some groups are less entitled to care and 
treatment than others, this would be discriminatory. It would also potentially breach human rights, including the 

right to life, even if there were concerns that hospital or critical care capacity may be reached.’ 


That statement was issued because the CQC found that 34% of people (https://theexpose.uk/2021/02/14/34-of-nhs-staff-say-they-were- 
pressured-to-place-do-not-resuscitate-orders-on-disabled-covid-patients/) working in health and social care were pressured into placing ‘do 
not attempt cardiopulmonary resuscitation’ (DNACPR) orders on Covid patients who suffered from disabilities and learning 
difficulties, without involving the patient or their families in the decision. 


The evidence is all there to see in the public domain and thankfully, a team of people are gathering said evidence and 
analysing it, so that justice can be sought for the people that have had their lives ended prematurely via the use of 
inappropriate DNR orders, used as permission to start end of life treatment which included a drug called Midazolam. A drug 
that is associated with respiratory depression and respiratory arrest, the exact same symptoms of complications due to 
the alleged Covid-19 disease, especially when used for sedation in noncritical care settings. 


A drug which was ordered by UK authorities in March 2020 at a quantity to cover a usual two year supply. A two year supply 
that seems to have been depleted by October 2020 according to NHS documents — 
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But once replenished the stocks were again depleted by the beginning of February 2021 according to official NHS documents 


There are limited stocks of midazolam 10mg/2m! 
solution for injection ampoules available until April 
2021. 

Primary care should: 

e continue to order midazolam 10mg/2ml solution for 
injection ampoules in line with current demand for 
palliative care and are advised not to over order during 
this time 
+ when prescribing midazolam 10mg/2ml as an 
anticipatory medication, review the amount required 
in order to balance timely access with the impact of 

10mg/2mI soln for inj in increased demand on the medicines supply chain in 
Midazolam amp light of the limited stock. 


Source 


It was decided in 2013 after a review that the ‘Liverpool Care Pathway (https://theexpose.uk/2021/06/05/the-liverpool-care-pathway- 
weneedtotalkaboutmidazolam/)' was to be abolished. The Liverpool Care Pathway (LCP) was a scheme that we're told intended to 
improve the quality of care in the final hours or days of a patient's life. It’s alleged aim was to ensure a peaceful and 
comfortable death. The LCP was a guide to doctors, nurses and other health workers looking after someone who was dying 
on issues such as the appropriate time to remove tubes providing food and fluid, or when to stop medication. 


The reason it was decided it should be abolished is that the review found hospital staff wrongly interpreted its guidance for 
care of the dying, leading to stories of patients who were drugged and deprived of fluids in their last weeks of life. 


The government-commissioned review, headed by Lady Neuberger, found that poor training and a lack of compassion on the 
part of nursing staff was to blame. Harrowing stories from families revealed they had not been told their loved one was 
expected to die and, in some cases, were shouted at by nurses for attempting to give them a drink of water. Nursing staff had 
wrongly thought, under the LCP guidance, that giving fluids was wrong. 


The review made 44 recommendations, including the phasing out of the LCP over six to twelve months as individual care 
plans for the dying were brought in. It stated that only senior clinicians must make the decision to give end-of-life care, along 
with the healthcare team, and that no decision must be taken out of hours unless there is a very good reason. 


The evidence suggests that the Liverpool Care Pathway returned with a vengeance in April 2020 under the direction of the 
Health Secretary Matt Hancock, Government Advisors and NHS Chiefs, and it looks as if it was used to manipulate you into 
giving up over one year of your life under the pretence that you were staying at home, to protect the NHS and save lives. But 
the evidence suggests that in reality you were ordered to stay at home, to protect the NHS, so that they could prematurely 
end the lives of the elderly and vulnerable and tell you that they were Covid deaths. 


Midazolam. It should be the word that is on everyone’s lips. We're sure it will be now. 
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